
 
 
 
 
 

 

Instructions for submitting form: Scan and email to MedicalReview@azdot.gov or Fax to 602-239-6288 (Fax, then mail original) 
 

Driver Name (first, middle, last, suffix) Date of Birth Driver License Number DL State 

Street Address City State Zip 

Was there a crash? 

 Yes  No 

Police Report or DR Number Complaint Number 

Driver Condition/Behavior – check all that apply 

 Unsafe Operation of a Motor Vehicle   Confused/Disoriented   Blackout/Seizure/Fainting Spell 

 Physical Condition     Vision Problems 

 Lack of Knowledge of Rules of the Road 

 Impaired - Alcohol/Other Drugs  

 Other:  (Please provide details of behavior below) 

Details of Behavior Observed (attach page 2 if necessary): 

Recommended Action (Provide additional details as needed) 

 Physician Medical Evaluation  

 Road  & Written Test (driving skills) 

 Vision Screening 

 Substance Abuse Evaluation 

 Other (additional details required): 

The following information must be completed in full. 

Officer or MVD Agent Name (first, middle, last, suffix) Email Address Badge Number/RACF 

Agency Phone Number 

(           ) 

Date 

Supervisor Approval (MVD Use Only) Date 
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              Page 2 
 

Driver Name (first, middle, last, suffix) Date of Birth Driver License Number DL State 

Street Address City State Zip 

Was there a crash? 

 Yes  No 

Police Report or DR Number Complaint Number 

Details of Behavior Observed (continued): 

 


	Description2: 
	Name: 
	DOB: 
	DLN: 
	St: 
	SAddress: 
	SCity: 
	SSt: 
	SZip: 
	1: Off
	2: Off
	Report#: 
	Complaint: 
	Reset: 
	3: Off
	6: Off
	8: Off
	9: Off
	10: Off
	4: Off
	5: Off
	7: Off
	Description: 
	11: Off
	MedRpt: 
	12: Off
	RoadWritten: 
	13: Off
	Vision: 
	14: Off
	SAE: 
	15: Off
	Other: 
	Officer: 
	OfficerEmail: 
	Badge: 
	Agency: 
	ACode: 
	PhoneNumber: 
	Date: 


